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background: Prompt diagnosis and emergent pericardiocentesis is the treatment of choice of cardiac tamponade. The location of the pericardial 
effusion may delay the diagnosis and could pose a therapeutic challenge. This is further complicated in an anticoagulated patient.
case:  A 74-year-old female presented with one-day history of chest pain, dyspnea and lethargy. The chest pain was sharp, non-radiating, non-
exertional and had no postural variation. The dyspnea progressively worsened over 3 days. Past medical history was significant for hypertension, 
coronary artery disease with recent robotic coronary artery bypass graft 3 months prior and atrial fibrillation on rivaroxaban. Physical examination 
showed jugular venous pressure of 12 cm, pedal edema, blood pressure 132/76mmHg, normal intensity heart sounds with no murmurs, gallops or 
rubs.
Decision making: The possible diagnoses include pulmonary embolism, acute coronary syndrome, Dressler’s syndrome or pericardial 
effusion. Computerized tomography of the chest excluded pulmonary embolism, and showed large pericardial effusion. Troponin I was 0.1ng/dl. 
Electrocardiogram showed sinus tachycardia. Echocardiogram showed ejection fraction of 55% and a loculated large pericardial effusion over the 
posterior and inferior heart borders, impinging on the right ventricle. There was severe right atrial and ventricular diastolic collapse. Percutaneous 
versus surgical approach for pericardiocentensis was considered. Due to her post-surgical status and systemic anticoagulation with rivaroxaban, 
percutaneous approach was favored. Pericardiocentensis was done with a micropuncture needle through the subxiphoid approach with needle 
directed rightward. With echo guidance, agitated saline was used to verify needle location. 500 ml of serosanguinous fluid was aspirated and a drain 
was left in place. She made good recovery.
conclusion: Post cardiac surgery, patients can have localized pericardial effusion. In such patients localized cardiac tamponade may not be 
associated with hypotension and other classic signs. Posterior loculated pericardial effusion can be very challenging to approach but can be 
performed with echo guidance.
